It has been known for years that the great majority of ear diseases, both acute and chronic, originate in the nose and nasopharynx and extend from here through the Eustachian tube into the middle ear, and in many cases into the mastoid cells. Until now it has been very difficult to examine the posterior portion of the nose and the nasopharynx during life. It has been practically impossible to examine the Eustachian tube by vision, and direct examination of the tube has been possible only in the few cases of cleft palate, congenital or traumatic, and in cases where syphilis or trauma has destroyed the nasal septum and turbinates. In all of these cases we have a Eustachian tube which is subjected to unusual conditions and we cannot expect to find normal appearances.
The small mirrors for use behind the palate have been of service, but everyone who has used thel postnasal mirror knows that in the most favorable cases it will not enable him to view the lumen of the Eustachian tube, nor can he see the movements in and about the tube during deglutition. In the majority of the cases the postnasal mirror gives only a poor picture of the deep recess of the fossa of Rosenmueller. . It never, so far as I can learn, has shown the opening into the sphenoid cavity; and rarely indeed has it given any definite idea of the condition of the upper surface of the velum palati which is continuous with the floor of the Eustachian tube.
The various pharyngoscopes have .given very distorted pictures and have been able to give these only from the same view-point as the postnasal mirror.
The examination of the nasopharynx, by some modification of the cystoscope, has been tried at various times by passing the tube of the instrument through the nasal cavity. All of these attempts have given little success in diagnosis, because, as far as I can find, none of the instruments were of proper construction for this special use.
Three months ago I began experimenting with the small female cystoscope. My aim was to use the scope in one side of the nose for inspection and to use the other side of the nose for passing operating instruments, hoping by these means not only to see diseased conditions in and about the Eustachian tube but by the guidance of vision to direct the instruments for their treatment. I at first met with the same poor results obtained· by others. I found that with the instrument as then constructed I could get only a very imperfect picture of the Eustachian tube, if any at all, and in no case . could I get a view of the fossa of Rosenmueller or of the posterior epipharynx. It seemed fully as important to be ab'e to see the fossa behind the tube as to see the tube itself, and as the posterior superior wall of the epipharynx is the site of much of the adenoid tiss.ue, that too is of importance.
By experiments upon the living and by measurements upon the cadaver I found that the fenestra of the instrument I was trying was too great a distance from the tip. The prismatic angle was not right and the lamp was too long. I therefore ground off 4/16 of an inch from the end of the lamp socket and deepened the socket an equal amount. I then had a short lamp constructed, and with these changes I had produced an instrument which would do all I had hoped for as far as inspection was concerned. I found, however, that the cystoscopic eyepiece and handle were too large to permit of easy manipulation of operative instruments which have· to be passed through the opposite nostril and are therefore parallel to the tube of the scope. It was a simple matter to reduce the size of the frame about the eyepie'ce and to make a lighter handle. It was found that a prismatic lens could be placed nearer the tip of the instrument than the prism, and I therefore substituted this lens for the prism.
We have now an instrument which I have named the nasopharyngoscope, which weighs about one-half that of the small female cystoscope. It can be inserted through the nose into any nasopharynx into which we can pass a small Eustachian catheter, and by advancing and rotating the instrument when in place, we can examine the whole nasopharynx, the upper surface of the soft palate, the lumen of the Eustachian tube, the posterior portion of the nose and in many cases the opening into the sphenoid cavity. The field is sufficiently large to include the Eustachian tube, the space between the anterior lip' of the tube and the turbinates and Rosenmueller's fossa, with its posterior border behind the tube. W'ith this large field the nasopharyngoscope need not be moved while operating upon any area in or about the tube. The movements in and about the Eustachian tube during deglutition are observed and studied' with perfect ease as the instrument causes no pressure upon the tube or any of the muscles which move it. We can distinguish all degrees of color from marked Holmes' • asopharyngoscope.
anemia to pronounced inflammation. We have found degrees of swelling from a slight puffing of the mucous membrane to one so marked as to practically obliterate the lumen of the Eustachian tube. In some cases the appearance has simulated that of edema seen in the larynx. Adhesive bands and growths in the lateral fossae are found and removed under the guidance of vision. I have removed one polypoid growth nearly as large as an orange seed which was attached to the floor of the Eustachian tube. It was so far within the tube that I could see it only by the aid of this instrument. The growth is now being examined by a pathologist and will be fully reported later. We have seen anotHer lymphoid mass on the floor of a tube, but not so far within the tube as the one I removed.
Before passing the nasopharyngoscope the nose is anesthe-tized with cocain. The tube of the instrument is then guided through the inferior meatus. It should rest upon the floor of the meatus at the side of the nasal septum. The fenestra is kept pointing upward until it has passed the posterior border of the septum when it is rotated toward the opposite side of the epipharynx from which it enters. This brings the Eustachian tube upon that side into perfect focus without distortion. By rotating the fenestra toward the side in which it enters, the Eustachian tube on that side can also be seen, but not as perfectly as the other. By directing the fenestra upward the roof and posterior wall of the epipharynx are brought into view, and when the window looks downward the upper surface of the soft palate is within the field. Behind the palate a picture of the larynx, reduced in size, comes into view. With the fenestra pointing upward and slightly withdrawn from the nasopharynx the posterior portion of the nose is brought into view, and in many cases the sphenoid opening can be made out. In several cases we have seen pus dropping through this opening. For the treatment of the tube I have devised several applicators; one is of rather heavy bronze wire with a flattened tip to hold the cotton fibre when wound upon it. The other end is fashioned into a loop to fit the end of the thumb. This is endosed within a vulcanite catheter, and when fully extended the tip of the wire is about one-half inch from the tip of the catheter. The cotton is wound about the tip of the wire, making the end olive shaped. This is soaked in any solution to be used and is drawn within the end of the catheter. Here it remains until the tip of the catheter has been carried to where we wish to make the application, when with the thumb the wire is advanced within the catheter and the application is made. By withdrawing the wire the cotton tip is again brought within the catheter and the whole can be easily removed from the nose.
Another applicator is made from a double heddle wire and is very light and flexible. The tip of this is fashioned like a flat hook. The cotton fibre is teased out and caught between the hook and bod~of wire; then very carefully wound so as to make a perfect-olive tip. This cotton tip cannot be removed without burning or cutting and can be carried through the whole length of the Eustachian tube. In cases where there is stricture of the tube I employ what I have successfully used as a bougie for several years. It is made of steel piano wire and is so wound at the shank as to form a measure, so that it is possible always to tell the distance of the tip from the end of the catheter. The tip is fashioned similar to the applicator. If the ,cotton is well wound it forms a tip that conforms to' the lumen of the tube at the point of stricture and here exerts a steady pressure, but without trauma if carefully used.
I have devised various curettes which can be used not only in the Eustachian tube but in Rosenmueller's foss~. I have also made a universal forceps with cutting edge which is sufficiently strong to remove adenoid tissue, adhesion bands and mucous polyps from within and about the tubes.
. After practice it is as easy to use these instruments under the guidance of the nasopharyngoscopic view as it is to operate in the larynx by the aid of the laryngeal mirror.
In the case of a badly deflected septum or large septal ridge it would of course be impossible to pass the operating instruments through the obstructed side, but in such a case some nasal operation would be indicated for reasons other than passing our instruments. After relief of the nasal obstruction such a case can be treated as any other.
During the past five weeks we have treated at the Boston Dispensary eleven cases of acute secreting inflammation of the middle ear with pronounced bulging of the membrane tympan~by applying cocaine and adrenalin, followed by a 15 per cent solution of argyrol directly to the Eustachian tube. In only two cases did we fail to give relief. In one case the pressure was not diminished and we had to perform paracentesis of the membrane. In the other case there was temporary relief, but the patient did not return upon the following day, as she was directed. There was severe pain beginning the second night, followed by rupture during the night. In all of these cases applications were made under the guidance of vision and in a number of cases we could see secretion coming from the Eustachian tube after having used the treatment. The majority of the cases "howed as marked relief as usually follows puncture of the drum membrane. Two of them were relieved by a single treatment, but in the majority of them we made at least four or five applications before the ctlre was complete.
In most of these cases the mucous membrane in and about the Eustachian tubes was much swollen and injected. It had much the appearance of the pharynge.al walls during an acute inflammatory process. . There was also almost always the same excess of mucus and in some of the cases a purulent secretion was present.
We have relieved a number of cases of chronic middle ear inflammation. Several of these patients had been given general treatment for long periods with little if any relief. There were fou1" in this class who were not given even temporary relief by inflation, but they made marked progress under treatment of the tube.
There was one woman who had suffered constantly with vertigo for ten months. It was at times very severe. The tests for labyrinthine disease were negative. The right membrana tympani was more hazy than normal. The left was considerably retracted and more opaque than the right. The hearing was R 28 33 31
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The right Eustachian tube was apparently normal, the left tube was swollen and dark red in appearance. This patient gave a history of a number of inflations without apparent improvement. Like ill' many of the other cases we began treatment of the inflamed tube, but without much expectation of improvement. Every second day I made application to the tube by passing the cotton-tipped bougie soaked in argyroI. After five treatments, or at the end of ten days, the patient could walk and look down without being dizzy, and she has remained free from symptoms until now, a period of two weeks.
We have been treating a number of cases of old suppurative middle ear disease, but although several cases have shown improvement-in the appearance of the Eustachian tube, we cannot feel positive of any improvement upon the suppurative process.
Dr. F. P. Emerson and Dr. H. J. Inglis have seen and, with me, watched the progress of most of the cases I am reporting, as all except one of them were Boston Dispensary patients. W e ha~e tried not to he influenced in onr findings by too much enthusiasm; and by having two or more observe each case we have somewhat removed personal error.
We have been for so short a time applying treatment to the nasopharynx and Eustachian tube under direct inspection that we are not in a position to draw definite conclusions, nor have we time in this preliminary report to go into detail in these few cases we report. W,e realize it will take many months of study to learn some of the less marked pathologic changes found in and about the Eustachian tube, and the effect of these conditions upon the middle ear. It will also require the careful study of a large number of cases before we can know the best methods of treatment, and with such treatment the probable prognosis. The most important of all are the final results upon the middle ear complications. For the symptoms of nasopharyngeal and Eustachian diseases are of little importance when cQmpared with those of middle ear disease.
What we can do is to see with the eye the condition of the whole epipharynx and Eustachian tube and to treat the pathologic conditions found both medically and surgically under the guidance of vision.
The past six weeks' experience at the Boston Dispensary and with our private patients has convinced us that much can be accomplished.
How much remains for all students of rhinology and otology to help us demonstrate.
Drawings made of cases seen at the Boston Dispensary:
